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background: Giant Cell Myocarditis (GCM) is an uncommon fulminant myocarditis with elevated mortality rate often requiring cardiac transplant. 
Refractory ventricular tachycardia is a rare and challenging clinical presentation of this entity.
case:  A 54-year-old African-American woman was admitted with two weeks of palpitations, dizziness, decrease in exercise tolerance, and pre-
syncope. Her medical history included hypertension. Physical exam was remarkable for frequent premature ventricular contractions (PVC) and 
bilateral pedal edema. Electrocardiogram showed sinus rhythm, QR complexes and J point elevation in V1-2, inverted T waves in V1-3, and frequent 
PVC. Abnormal labs included proBNP (2518), troponin (0.31), and elevated creatine kinase. Chest X ray showed mild pulmonary vascular congestion 
and signs of cardiomegaly. During her admission, she had multiple episodes of monomorphic ventricular tachycardia.
Decision-making:  Echocardiogram showed mild left ventricular dilatation with severe global hypokinesis, ejection fraction 24%, severe 
diastolic dysfunction, and mildly reduced right ventricular function. Cardiac catheterization showed normal coronary arteries with pulmonary 
hypertension, elevated wedge pressures, low cardiac output (2.23), and low cardiac index (1.3). Cardiac magnetic resonance (CMR) showed marked 
delayed enhancement, hyperemia and edema, predominantly involving septum and anterior walls, with marked interventricular septal thinning. 
Endomyocardial biopsy was consistent with GCM. Immunosuppressants, antiarrhythmic, and heart failure therapy were stared. Cardiac defibrillator 
was implanted for secondary prevention. The patient was then listed status II for cardiac transplant. She was additionally started on azathioprine 
and prednisone.
conclusion: This case illustrates a variant presentation of GCM. Recurrent episodes of new onset heart failure and arrhythmias should provoke a 
work-up for fulminant myocarditis. Early diagnosis and multi-disciplinary therapeutic strategy are associated with improvement of survival.
